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Abstract 
Background: Torture survivors face 
multiple problems, including psychological 
difficulties, whether they are refugees or 
remain in the country where they were 
tortured. Provision of rehabilitation varies 
not only with the needs of survivors and 
resources available, but also with service 
models, service provider preferences and the 
local and country context. Despite increasing 
efforts in research on effectiveness of 
psychological interventions with torture 
survivors, results are inconclusive. 
Methods: We undertook a Cochrane system-
atic review of psychological, social and 
welfare provision, with meta-analysis to best 
estimate efficacy. The process raised concep-
tual, methodological and ethical issues of 
relevance to the wider field. 
Findings: We searched very widely, but 
rejected hundreds of papers which recom-
mended treatment without providing 
evidence. We found nine randomised 
controlled trials, from developed and 
under-resourced settings. All conceptualised 
survivors’ problems in psychiatric terms, 
using outcomes of post-traumatic stress 
symptoms, distress, and quality of life, by 
self-report, with or without translation or 
unstandardised interpretation, and with little 
mention of cultural or language issues. None 
used social or welfare interventions.
Four related studies used narrative 
exposure therapy (NET) in a brief form, and 
without ensuring a safe setting as recom-
mended. Five used mixed methods, includ-
ing exposure, cognitive behavioural therapy, 
and eye movement desensitisation. Com-
bined, the studies showed no immediate 
improvement in PTSD, distress, or quality of 
life; at six months follow-up, a minority 
showed some improvement in PTSD and 
distress, although participants remained 
severely affected. 
Conclusions: While applauding researchers’ 
commitment in running these trials, we raise 
ethical issues about exposure in particular, 
and about the effects of shortcomings in 
methodology, particularly around assessment 
using unfamiliar cultural frameworks and 
language, and the lack of concern about 
dropout which may indicate harm. The 
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issues addressed aid interpretation of existing 
research, and guide clinical practice as well 
as future studies evaluating its effectiveness.  
Keywords: intervention evaluation, systematic 
review, ethical challenges, interpretation, 
torture survivors 
Introduction
Many survivors of torture remain in the 
countries where they were tortured and 
others seek refuge in other countries: the 
IRCT (2010)1 estimated around 400,000 
torture survivors living in the European 
Union alone, with similar estimates in the 
USA over 20 years ago.2 Globally, it is 
difficult to reliably estimate the numbers of 
torture survivors, but they include those still 
living in countries where torture takes place 
as well as those who are refugees and asylum 
seekers. Some survivors may be able to seek 
and access help with problems related to 
their experiences of torture, of flight, and of 
seeking asylum and trying to settle. Other 
torture survivors may be offered treatment or 
support by international or local NGOs 
based in the same region as their country of 
origin, whilst those remaining in the coun-
tries where they were tortured may access 
rehabilitation services where available, or 
rehabilitation programmes in countries 
undergoing transitional justice processes.
The interventions offered by NGOs or 
state healthcare services or in rehabilitation 
programmes vary according to local needs, 
client population (e.g. refugees, asylum 
seekers, or ‘in-country victims’ of torture) 
and the nature of the torture survivor needs, 
which can be complex and multiple, 
particularly around health and legal protec-
tion.  Services and interventions are often 
multimodal and offered simultaneously, 
within a ‘whole person approach’ – described 
as a holistic approach.  They may also vary 
according to the local political, social, 
economic and cultural context. Additionally, 
interventions offered vary depending on the 
theoretical preferences, professional training 
and the philosophical stance of practitioners 
and services.3 
An important and enduring question in 
the field is: what is the best evidence on the 
efficacy of the various interventions used in 
these services or programmes? Since a 
significant proportion of those services offer 
psychological, social and welfare interven-
tions, we took this as our focus and chose to 
do a systematic review within the Cochrane 
systemi because this requires that review 
methods are of a high standard and transpar-
ent, and that data from trials are meta-ana-
lysed and interpreted in particular ways to 
minimise bias. This paper is based on some 
of the methodological and ethical issues 
which arose during the review. 
Since we found no randomised con-
trolled trials in social or welfare interven-
tions, our review is only of psychological 
interventions. The studies, nine randomised 
controlled trials, are summarised in Table 1 
and the results in Table 2. There were many 
difficult decisions to make about eligibility 
of trials and handling of data, and these 
raised wider issues about the way that 
psychological problems of torture survivors 
are conceptualised and assessed in studies, 
as well as what interventions are used with 
survivors. We will address each of these 
issues in turn.
i The Cochrane Collaboration www.cochrane.org is an 
international not-for-profit organisation preparing, 
maintaining and promoting the accessibility of systematic 
reviews of the effects of health care.
148226_Torture Volume 26, Number 1, 2016 indhold nye grafer.indd   3 23/03/16   14.11
T
O
R
T
U
R
E
 V
o
lu
m
e
 2
6
, 
N
u
m
b
e
r 
1
, 
2
0
1
6
4
 S C I E N T I F I C  A R T I C L E
Table 1: Characteristics of included studies
First author 
and reference
setting treatment control N at start 
and end
Improved with 
treatment ( C = & 
control)
not improved 
with treatment
Bichescu48 Romanian  
clinic
Individual 
NET
Psycho- 
education
18, 18 PTSD symptoms, 
PTSD diagnosis, 
depression
-
Hensel- 
Dittman54
German  
trauma clinic
Individual 
NET
Stress inocula-
tion
28, 21 PTSD diagnosis 
(C), PTSD 
symptoms
Depression
Igreja50 Mozambican 
refugee camp
Individual 
testimony
No treatment 137,131 PTSD symptoms 
(C), psychiatric 
symptoms (C), 
nightmares (C)
-
Neuner49 German  
trauma clinic
Individual 
NET
Treatment as 
usual
32, 30 PTSD symptoms PTSD 
diagnosis, 
depression, 
pain
Paunovic53 Swedish  
trauma clinic
Individual 
CBT
Exposure 20, 16 PTSD diagnosis 
(C), PTSD 
symptoms (C), 
anxiety (C), 
depression (C),  
quality of life (C)
World 
assumptions
Pokhariyal83 Kenyan refugee 
& torture 
survivor project 
in Kenya
Individual 
‘trauma 
processing’ 
incl. EMDR
Psychotherapy 96, 69 PTSD symptoms 
(C)
-
Schauer55 German  
trauma clinic
Individual 
NET
Treatment as 
usual
32, 32 PTSD symptoms -
Ter Heide84 Dutch  
trauma clinic
Individual 
EMDR
Stabilisation 20, 10 PTSD diagnosis Trauma 
symptoms, 
anxiety, 
depression, 
quality of life
Yeomans51 Burundi  
refugee camp
Group 
reconcilia-
tion & 
education
Waiting list 124, 117 PTSD symptoms Distress
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Conceptual issues
Torture survivors are defined as such by their 
experience of torture (as defined by the 
United Nations Convention against Torture 
and Other Cruel, Inhuman or Degrading 
Treatment or Punishment (Article 1)4 rather 
than as a distinct, homogenous client group 
defined by health or specific psychological 
problems. However, in most studies, torture 
survivors were predominantly defined and 
selected, not by their experiences, but by a 
diagnosis of post-traumatic stress disorder 
(almost to the exclusion of other psychologi-
cal problems such as depression), and of the 
wider social, economic and other difficulties 
related to their experience of torture, and for 
some, their experience of being an asylum 
seeker or refugee. 
Interestingly, two anonymous reviewers 
of our review protocol suggested that if one 
rejected ‘torture syndrome’ as the way to 
identify survivors with health problems, then 
the only alternative was to fit their symptoms 
to existing nosologies. However, there are 
many other ways in which torture may 
impact on individuals and families, distress 
which can manifest in ways which do not fit, 
or are not restricted to, existing nosologies of 
psychopathology. Reports of difficulties in 
physical and psychological health, in family 
and wider social relationships, and in 
establishing a new and valued life after 
torture, are widespread and consistent.5-10 It 
is not unexpected either to find torture 
survivors’ accounts of profound existential 
struggles, and fundamental questions about 
what it is to be human (e.g. 11-13). Studies of 
the impact of external factors are rather 
more recent: ongoing stressors such as 
detention,14 homelessness, uncertainty about 
asylum outcome, and racism,15, 16 although 
these post-exile conditions can be major 
predictors of current distress.17-19 Even rarer 
are studies examining the impact of the 
recovery environment, justice and reparation 
on recovery and well-being.20
We will not repeat here the continuing 
debates about the limitations of the applica-
tion of diagnoses based on Eurocentric 
constructs such as post-traumatic stress to 
Table 2: Outcomes post-treatment and follow-up
SMD = standardised mean difference, calculated by difference in mean outcome between groups/standard deviation of 
outcome among participants. A minus number indicates a reduction in score.
CI = 95% confidence intervals. If these include 0, then the change is not statistically significant.
SMD is also referred to as ‘effect size’, for which <0.3 is described as small, 0.4 – 0.6 as moderate, and > 0.7 as large.
Outcome Post-treatment Follow-up
Distress SMD = -0.15, CI -0.39 – 0.09
5 studies, 290 people
Mixed anxiety and depression
SMD = -0.63, CI -1.07 - -0.19
4 studies, 86 people
Depression
Post-traumatic stress disorder 
symptoms  
SMD = -0.30, CI -0.66 - 0.06
7 studies, 351 people
SMD = -0.52, CI -0.97 - -0.07
4 studies, 86 people
Post-traumatic stress disorder 
diagnosis 
Odds ratio = 0.28, CI 0.06 - 1.36
3 studies, 52 people
No results
Quality of life SMD = 0.70, CI -0.11 - 1.51
2 studies, 26 people
No results
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torture survivors from diverse cultural 
backgrounds,6, 20-24 and broader arguments 
about the validity of psychiatric diagno-
ses.25-30 However, we note that the new 
edition of DSM-5 is questionable with 
respect to scientific validity and clinical 
utility.31, 32 For example, the reformulated 
diagnosis of post-traumatic stress disorder 
has four symptom clusters rather than three, 
and 20 symptoms overall rather than 17; but 
broadening its criteria has created unman-
ageable heterogeneity, with 636,120 possible 
ways to meet the diagnostic criteria.33 It is 
not yet clear whether many people with 
significant distress, including torture 
survivors, still fail to meet them. Indeed, the 
absence of a diagnosis may lead to a false 
assumption that the person has not experi-
enced torture, or that they are not suffering 
and in need of support. This can have 
important implications for establishing 
refugee status and the right to rehabilitation 
and reparation. In research, the absence of a 
diagnosis, in spite of distress, may exclude 
some torture survivors from studies. 
A notable effect of the focus almost 
exclusively on PTSD in studies with torture 
survivors is that survivors are often combined 
with other client groups in trials and reviews 
of treatment literature (e.g. 34, 35). In studies 
conducted in neighbouring countries to 
which the torture survivors had fled, they 
were often combined with other refugees 
from civil conflict and humanitarian crises 
who might not have experienced torture, 
whereas in studies conducted, for example, in 
Europe, torture survivors were most often 
part of a narrow clinic population who met 
the criteria for the specialist clinic or service 
and who could access those services. In both 
these settings, the commonly used checklist 
summaries of relevant experiences tend to 
underestimate the torture experience.36, 37 
This is compounded by the difficulties for 
many torture survivors in disclosing torture, 
such as fear of recrimination, shame, stigma, 
and other reasons. The studies we found that 
included only torture survivors were predom-
inantly single cases or case series (for reviews 
see 6, 38), which were potentially of value but 
outside our requirement for randomisation. 
Such studies often put more weight on 
contextualising psychological and wider 
problems in the current and past experience 
and situation of the individual, and in the 
broader sociopolitical context, than did 
randomised trials where torture survivors 
were mixed with other traumatised people. 
But disappointingly, these single cases or case 
series surprisingly often consist of the 
survivors’ histories and difficulties at the start 
of treatment, followed by an account of the 
authors’ preferred treatment methods, but no 
qualitative or quantitative account of the 
outcome or reflection on methods. 
We are critical of the poverty of this very 
extensive literature on individuals or families 
as it offers little to clinicians looking for 
information on treatment process and 
effectiveness and suitability of particular 
interventions for torture survivors. However, 
neither do we subscribe to the apparent 
equating, by virtue of common symptoms or 
diagnosis, of torture survivors’ psychological 
problems with those of, for example, road 
traffic accidents or physical assaults (where 
individuals had usually experienced a single 
traumatic event). This was usually the largest 
group in developed world clinic studies. The 
exception to this, of course, is survivors of 
domestic violence and sexual abuse, but we 
did not find any studies which combined 
these groups with torture survivors for 
treatment.  
Methodological issues
Cochrane reviews require that the protocol 
for the search, study selection, data extrac-
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tion, and data analysis is published and, with 
any exceptions explicitly noted, followed in 
the full review. We had to make several 
difficult decisions, each of which raised 
conceptual issues and brought to our notice 
literature of which we had been unaware (see 
our protocol and review39).
We decided to search not only in the 
usual peer-reviewed journals but also in the 
‘grey literature’ which is not abstracted in 
mainstream databases and may not be 
abstracted at all. For instance, treatment 
studies could be published in an annual 
report of a project which had now closed, or 
in chapters in books which were hard to 
access. Erring on the side of including 
everything that we could not be certain 
should be excluded, we collected about 
1,500 papers whose titles promised much 
but which were very largely case studies with 
little or no data, as described above. Among 
them were some imaginative interventions, 
some run in very straitened settings, intro-
ducing help as needs were identified by the 
target community.  None of these were 
randomised.
The studies which met our inclusion 
criteria, therefore, came from academic 
publications, but by no means were all the 
trials conducted in developed countries. 
Those which treated torture survivors as part 
of a population which had been subjected to 
organised violence and many documented 
human rights violations in conflict amount-
ing to torture, such as in Rwanda, were 
included.  Those which treated torture 
survivors as a minority within a group of 
people traumatised by other events during 
war and flight (e.g. 40), or acts of terrorism 
such as 9/11 (e.g. 41), or military experience 
(e.g. 42), were excluded. Our discussion 
about excluding studies of those with combat 
experiences during conflict was protracted, 
since it is by no means coterminous with 
torture, however traumatising. A particular 
case was that of Vietnam war veterans, about 
whom there are many published treatment 
trials.  Those who were prisoners of war were 
likely at least to have witnessed torture, but 
the political context was very different from 
that of wars in the Democratic Republic of 
Congo or Bosnia, for example.  Most studies, 
even if they reported experiences such as 
being a prisoner of war or witnessing torture, 
did not analyse these participants separately 
from others who saw active service but were 
not tortured. We hoped to be able to contrast 
those studies only of torture survivors with 
those in which torture survivors were a 
majority alongside survivors of armed 
conflict, as the question of difference is in 
part an empirical one, but there were not 
sufficient studies to allow this.
Each of these conceptual issues influ-
enced the decisions on inclusion or exclusion 
of studies, and on judging quality of studies 
and external validity of their findings. 
Readers who disagree with our concerns may 
also disagree with those decisions made, and 
therefore would have reviewed a different set 
of studies. Whilst the authors were inclusive, 
too, about what was considered to be 
psychological, social or welfare interventions, 
aware that many NGOs use a wide variety of 
therapies and therapeutic interventions, 
including art, drama, music and dance, the 
studies which met the inclusion criteria in 
fact used a relatively narrow range of types of 
intervention, such as narrative exposure 
therapy (NET), cognitive and behaviour 
therapy (CBT), and eye movement desensiti-
sation and reprocessing (EMDR). 
A further decision to make at the 
protocol stage of a systematic review is to 
specify outcomes, and while this draws to a 
certain extent on familiarity with the 
literature, Cochrane also encourages 
reference to fundamental principles of 
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treatment – such as including adverse events 
as an outcome – and to the likely needs of 
the population. Once there is a shortlist of 
outcomes, from symptom counts to overall 
well-being or participation in wider society, 
decisions must be made about whether and 
how to combine them. For instance, is it 
crucial to separate ‘anxiety’ and ‘depression’ 
or are they best combined as ‘distress’? If the 
latter, then should post-traumatic stress also 
be included in ‘distress’? To an extent, we 
were influenced in our tendency to combine 
rather than to segregate these outcomes by 
our sense of uncertainty about whether 
measurement scales used in the studies 
across cultural and language differences 
really told us what their titles claimed, an 
issue discussed further below. 
Culture, language and measurement
It was hoped that an assessment would be 
possible of the effectiveness of various 
interventions in terms of the needs and 
health problems of torture survivors 
commonly reported in the literature.6,43  
This  can, of course, include a range of 
health problems, such as: impairment and 
disability, social support, interpersonal and 
family relationships and functioning, shame 
and guilt, substance misuse, self-esteem, 
feeling disempowered, lacking agency and 
control in one’s life, having lost a sense of 
meaning and purpose in one’s life and 
having no sense of justice and no validation 
and worth as a human being. In addition, 
those seeking asylum can struggle enor-
mously with the asylum determination 
process, including being deprived of the 
right to work or education, not being able to 
access health and other services, adaptation 
to a new culture, learning of a new lan-
guage, loss of family and relationships, fear 
for the fate of those left behind, or fear of 
return to the country of origin or the place 
they suffered torture. Instead, a narrow 
range of measurement tools was found 
which had been developed in the West for 
Western, English-speaking populations and 
standardised on the same populations, 
inevitably instantiating Western psychologi-
cal models based on dualist understandings 
of health, in contrast to most non-Western 
conceptualisations of health and wellbeing 
which encompass emotional, physical, 
spiritual, familial, social and political 
status. For those who support the view that 
the psychiatric categories as represented in 
the current Diagnostic and Statistical 
Manual (DSM) are universally valid, this is 
not a problem. For those who do not 
support this view, or who have doubts, the 
lack of attempts to revalidate or even to 
examine how tools perform when translated 
and used in non-Western populations is 
disturbing,7, 16, 21, 23, 44 and leads many to 
conclude that the tools have no construct 
validity (e.g. 15, 37, 44-46). 
Almost all measurement tools in the 
studies we reviewed were self-report scales, 
variously completed by trial participants in 
their own first language, in the host country 
language, by direct verbal response to 
questions from a form or from a researcher 
translated on the spot by trained interpreters 
or by informal assistants. Most studies were 
unconcerned with issues beyond a match of 
language of assessment to language of 
participants. The most common were PTSD 
scales, followed by depression and anxiety. 
Only two of the nine studies assessed quality 
of life. For all of the studies, then, issues can 
be raised concerning the suitability of 
content, the reliability and validity in the 
population, of sensitivity to change, and, 
lastly, of social and cultural norms about 
disclosure and responding to questions, 
particularly when in the presence of an 
interpreter and a research worker. 
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Treatment and ethical issues
The foregoing description of the processes 
by which the eventual trial set emerges may 
seem over-detailed, but one of the guiding 
principles of Cochrane reviews is their 
replicability, by virtue of the transparency of 
the review methods and process, and in 
contrast to narrative reviews whose methods 
are rarely explicit. Thus, the nine trials which 
qualified, and all of which provided data for 
meta-analysis, are not representative of the 
range of interventions for torture survivors, 
but are the least problematic with respect to 
all the difficulties of interpreting uncon-
trolled treatment trials and disentangling the 
effects of being in any treatment from the 
effects of being in a particular treatment. Any 
treatment in this context nevertheless 
presumes that an alternative treatment of 
some credibility was given (such as psychoe-
ducation48), or ‘treatment as usual’ (e.g. 49), 
is provided, rather than nothing (used by 
only one trial50); even being on a waiting 
list51 can have weak therapeutic effects from 
its promise of help in the future.52
Six of the nine studies in our review were 
conducted in Europe, five on mixed refugee 
populations (although some awaiting asylum 
decisions) and one in Romania on survivors 
of torture experienced as political prisoners; 
and, three were run in different African 
countries of which two were with refugee 
populations and one with a mixture of 
refugees and nationals. Only one, from a 
Swedish clinic,52 had a minority of partici-
pants identified as torture survivors, with the 
rest defined as traumatised by organised 
violence such as witnessing a massacre, or 
experiencing death threats.
As can be seen in Table 1, four interven-
tions were of the same school and five were 
combinations of several methods. The four 
which used NET48,49,54,55 may well have used 
versions of the same manual to guide 
individual narrative exposure treatment, 
elements of this were used in two further 
trials of testimony therapy50 and ‘trauma 
healing’.51 NET is based on Testimony 
Method56  which was developed specifically 
within a human rights framework as a 
‘therapeutic instrument’ for work with torture 
survivors in Chile. It was subsequently 
adapted in Germany for work with refugees, 
drawing on cognitive behavioural therapy and 
named NET.57 NET draws on exposure 
methods incorporated in cognitive and 
behavioural packages (e.g. 58) for fear and 
anxiety-related disorders,59 aiming both to 
habituate the survivor to thoughts and cues 
related to traumatic events while integrating 
the experience of both into a personally 
contextualised narrative. Despite significant 
conceptual and philosophical differences 
between Testimony Method and NET, it is 
suggested by some that, like the Testimony 
Method, NET produces a coherent narrative 
account of torture which may then, appar-
ently,  be used in processes of justice or 
claiming asylum.60 There is little evidence for 
this in many trials or in clinical practice. 
The use of NET with torture survivors 
appears to be driven more by the assertion 
that it is a ‘brief ’ therapy than by evidence, 
which still remains rather thin and comes 
almost entirely from one group of research-
ers, a point noted by other reviewers.57, 60-62 
Its use did develop in low income countries, 
with briefly trained lay therapists or PhD 
students rather than qualified healthcare 
professionals as is usually the case in high 
income countries.  This, however, makes its 
use alongside the PTSD diagnostic label 
more puzzling,62, 63 since the PTSD con-
struct medicalises the impact of torture or 
other related trauma, stripping it of its 
societal context62 and ignoring parallel and 
ongoing stresses and traumas experienced in 
those country settings, for example, the 
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impact of poverty, land and home insecurity, 
lack of food and safety, continued impunity, 
and the threat of further conflict and torture. 
A focus on narrative therapy has also been 
criticised for diverting attention from the 
right to compensation (as a form of repara-
tion), and from individuals’ own resilience.64 
Clinical guidelines on the use of NET 
appear to refer to somewhat simpler trauma 
than that of torture, yet treatments provided 
to torture survivors were often briefer than 
recommended by those guidelines,65 and 
lacked the number of sessions to establish 
rapport and safety that are recommended 
before trauma-focused treatment begins.58, 65, 
66 Torture survivors rarely if ever have the 
stability and safety in their current situation 
assumed by the guidelines; it cannot be 
assumed even in the two studies in which 
participants had permanent residence in the 
country that they had social and economic 
security. Other questions have been raised 
about the effectiveness of NET for people 
with marked dissociation.67 Extrapolation 
from methods developed for a single trauma 
in an otherwise stable life does not only 
affect NET treatment packages; some of the 
cognitive treatment literature also has an 
emphasis on correcting ‘distorted beliefs’ and 
‘misrepresentations’ of the (assumed) 
relatively safe world.68 This may apply poorly 
to the world in which the torture survivor 
lives, and may appear to be disbelieving of, 
or indifferent to, their experience of torture.
In our systematic review there were 
additional issues raised about some of the 
studies concerning ethics. One issue is the 
use of brief exposure methods without 
contextual understanding of torture. Some of 
the most impressive evidence for the benefits 
of brief exposure comes from the work of 
Basoglu with earthquake survivors,69 where 
the trauma and recovery processes are shared 
by the entire community. This is very 
different from torture. Torture is not a natural 
disaster, or a shared experience, but deliber-
ate, systematic, state-sanctioned violence, 
which impacts on, generates and perpetuates 
mistrust and fear amongst torture survivors, 
their families and communities, and under-
mines the establishment of personal relation-
ships important for recovery. Torture 
survivors, additionally, usually experience 
multiple torture and other traumatic experi-
ences of violence and threat of harm. For 
some, stresses of seeking asylum and living in 
exile, over long time periods, are compound-
ed by other ongoing violence, including 
abuse, rape, and domestic violence. It could 
be queried how these can be meaningfully 
and ethically reduced to few enough cues for 
successful exposure, or few enough events for 
a meaningful narrative to be constructed.58 It 
could also be queried how exposure, particu-
larly in the hands of a briefly trained health or 
lay worker, can avoid or address the risk of 
re-traumatisation, perhaps reminiscent of 
abuse previously experienced, and client 
dropout in a worse state than when she or he 
entered treatment. Nor is it clear the extent 
to which exposure, rather than the process of 
integrating experiences within the political/
societal context, brings about a reduction in 
symptoms67 or for that matter changes in the 
environment and context of the survivor, for 
example, in the form of resettlement as a 
refugee, or secure housing and increased 
security. 
Further, for all the reference to experi-
mental findings on PTSD, understanding of 
the phenomenon seems somewhat skewed by 
wishful thinking that associations are 
unlearned or obliterated. But the animal 
literature70 makes very clear that extinction 
of fearful responses consists of learning an 
exception to the association between cue(s) 
and trauma, and the original cue-fear 
associations continue to compete with new 
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associations. Context can have significant 
effects on that competition, making for 
difficulties in generalisation and overly 
optimistic estimates of treatment effectiveness.
Another issue of relevance in methods 
focussing specifically on exposure is the 
ethical dimension of exposure where the 
experience of torture included sexual 
violence. One may ask, how can sexual 
torture for example, be addressed in 
exposure work in a way which is ethical, 
gender-sensitive and appropriately and 
meaningfully addresses gender and other 
power dynamics? Other authors have also 
raised ethical concerns (see reviews57, 63), but 
none of the studies in our systematic review 
mentioned any ethical issues or assessed 
adverse events.  Some dropout was attributed 
to symptom worsening, yet without any 
discussion of this.  
The relatively uncritical enthusiasm for 
NET despite weakness of treatment trials 
with torture survivors is surprising, and here 
the difference between the conclusions of our 
systematic review and the reviews of 
Crumlish and O’Rourke,71 McFarlane and 
Kaplan,62 and Nicholl and Thomson72 must 
be noted.  All, with reservations, are positive 
about existing psychological treatment 
efficacy, with CBT and NET most often 
identified. We recommend these reviews to 
readers who wish to find an extended 
description of the other methods mentioned 
here, such as EMDR and CBT. Robjant and 
Fazel60 in their review of NET refer to 
symptom remission which is maintained over 
the medium to long term, while in our 
meta-analysis we found no immediate 
benefits either for PTSD or depression, and 
medium term gains in both outcomes 
achieved only reduced severity of symptoms 
but nothing close to a level which would be 
considered a good clinical outcome. Impor-
tantly, the changes in symptoms, where 
found, were not immediately after treatment, 
as would be expected in exposure treatment, 
but at follow-up at a period considerably 
after the end of treatment – traditionally a 
method used to assess the maintenance of 
any improvements found post-treatment. 
The improvements shown at follow-up in 
the studies we reviewed are not explained by 
the authors, and there is no note of other 
possible factors in the period between 
post-treatment and follow-up which could 
have accounted for the improvement, such as 
positive changes in their economic or 
security context, living conditions, being 
resettled in another country as a refugee etc. 
Such methodological issues raise ethical 
concerns about lack of transparency and of 
adequate discussion of context. 
Additionally, one of the concerns of 
Cochrane reviews is to identify bias and to 
understand its possible effects on trial 
findings.73 Some bias arises predominantly 
from trial methodology. These included for 
instance, method of sequence generation for 
randomisation, concealment of group 
allocation, attempts to mitigate the almost 
impossibility of blinding therapists or 
participants to treatment allocation, and 
assessment by third parties unaware of group 
allocation. Other bias is more related to 
treatment practice, and in particular either 
the internal validity of treatment (such as 
manualisation and adherence to protocol, or 
adequacy of therapist training to deliver the 
treatment), or its external validity (did results 
include all who started treatment, or only 
those who completed it?). 
The nine trials included in the systematic 
review were mixed on these features, and 
none of the main techniques were found to 
be superior to the others. We were more 
concerned with further risks of bias which 
are less often discussed. One was therapist 
allegiance: investment in a particular therapy 
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which is the active treatment compared with 
a control. Investment may run from prefer-
ence or familiarity to vested interests in 
terms of ownership of therapeutic methods.  
It can add considerably to the persuasiveness 
of the active therapy when the same therapist 
delivers the control treatment in a more 
neutral manner.74 Four of the nine studies 
declared allegiance to NET, two using the 
same therapists to deliver both the active 
treatment and control arm.
Further sources of possible bias, raising 
ethical concerns, arose from the use of 
interpreters or interviewers who were 
sometimes interpreters and sometimes 
researchers whose questions were interpret-
ed, both of which can influence responses 
given by participants. Assessment is difficult 
in this field, and no trial was able to assess by 
self-report in the participant’s own language, 
the method least open to contextual influ-
ence and arguably more ethical. On-the-spot 
interpretation, and even clarification of items 
which are not understood at first, make for 
non-standard assessment even within the 
sample. Nor were interviewers or interpreters 
always blind to treatment allocation. We were 
also surprised by the lack of concern for 
cultural-conceptual and language authentic-
ity and validity of assessment instruments, 
despite an accessible literature on methods of 
establishing linguistic validation as a 
minimum.75-77 Further, stigma related to 
reporting symptoms of poor psychological 
health tends to undermine rapport and 
inhibit disclosure of symptoms in interview 
situations: both lead to underassessment of 
these problems.15, 37 These issues, examined 
in greater detail in our review, weakened our 
confidence in the findings of the trials. 
Conclusion
A recent survey in the USA of torture 
survivor treatment centres78, albeit with a 
response from only about one quarter of 
eligible therapists, found treatment for 
traumatised survivors (identified in terms of 
PTSD by most) to be predominantly 
psychoeducation, supportive counselling, 
and CBT, with only one third using NET. In 
Europe many centres explicitly take a broad 
approach combining diverse methods79, 80: 
psychotherapeutic interventions from a range 
of models, including cognitive behavioural 
therapy or variants, psychodynamic and 
systemic therapies (including verbal, 
arts-based), family therapy and support, 
group support/therapy, and complementary 
approaches. In recognition of the diversity of 
interventions used in clinical practice - often 
in combination and simultaneously- for 
torture survivors, and the complexity of 
contextual factors which can influence 
outcomes, it seems important that outcome 
studies do not singularly focus on individual 
interventions.  Nor should they focus only on 
specific diagnoses to assess effectiveness, nor 
rely only on randomised controlled trials 
which themselves have limitations. It may be 
that some of the enthusiasm for NET arises 
from the relative straightforwardness of 
evaluating it, compared to more holistic 
methods, and the emphasis on evaluation 
which often originates with the pressure for 
demonstrating value to funders. 
The methodological and ethical chal-
lenges of conducting outcome studies in this 
field are not insignificant, requiring rigour in 
developing methods for meaningfully 
capturing change, and sensitivity to culture, 
gender and wider contextual factors, such as 
lack of safety, impunity, poverty, and 
discrimination, which impact on outcomes. 
These challenges are huge but are not 
insurmountable. The risk of not addressing 
them is greater in terms of the consequences 
for what is offered to survivors of torture by 
way of ‘treatment’.
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Cochrane reviews end with recommenda-
tions for clinical practice and for research, 
based on findings of the review. Our conclu-
sions for practice were that there was too 
little evidence, and it was too heterogeneous 
and of generally low quality, to recommend 
any particular treatment, that none showed 
immediate benefit, and that longer term 
gains were hard to interpret. Findings cannot 
be extrapolated to torture survivors without 
high PTSD symptom levels. 
The interested reader is referred to the 
Cochrane review40 for a fuller account of 
research and practice implications. The small 
number and size of trials meant that we 
could not draw firm conclusions about 
treatment efficacy, nor about details of its 
timing or setting, about format (such as 
group vs individual), or about training of 
therapists. Better evaluation will need 
collaboration between trialists and more 
realism on the part of donors and funders 
about the resources required. However, even 
small trials could provide more information 
about the context of participants in trials, 
about their psychological and social status 
far beyond what can be described in terms of 
PTSD symptoms, about therapists and their 
training and background, and, about adverse 
effects of treatment and attrition. There are 
no easy solutions to the issues of suitable 
outcome tools that are culturally appropriate 
and available in the required languages, but 
there are recognised methods for authenti-
cating assessment instruments and translat-
ing them, and these methods are rarely used.  
For further discussion of these issues and 
relevant methods, see Patel and Williams.81 
In a larger framework, randomised controlled 
trials are not the only method to examine the 
efficacy of a treatment for a particular 
population, nor necessarily the best. Most 
importantly, the right to rehabilitation and 
reparation must guide interventions, as is 
evident in some non-randomised trials 
(e.g.82), so that they are designed by refer-
ence to the needs of participants not the 
preferences of trialists. 
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